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What is known about this topic
• Reablement is on the Norwegian
and on international health and
social care policy agendas.
• Reablement has potential for
enhanced effectiveness if the
persons’ own priorities are in
focus.
• There is little research on older
people’s perspectives on
reablement.
What this paper adds
• Driving forces in the reablement
process are a dynamic interaction
between intrinsic and extrinsic
motivational factors.
• The support must be adjusted to
the older adults’ resources and
health in their process of regaining
confidence to perform activities
themselves.
• The municipal primary healthcare
services need to consider
individualised programmes for
follow-up after the reablement
period.
Abstract
As a result of the ageing population worldwide, there has been a
growing international interest in a new intervention termed ‘reablement’.
Reablement is an early and time-limited home-based intervention with
emphasis on intensive, goal-oriented and interdisciplinary rehabilitation
for older adults in need of rehabilitation or at risk of functional decline.
The aim of this qualitative study was to describe how older adults
experienced participation in reablement. Eight older adults participated in
semi-structured interviews. A qualitative content analysis was used as the
analysis strategy. Four main themes emerged from the participants’
experiences of participating in reablement: ‘My willpower is needed’,
‘Being with my stuff and my people’, ‘The home-trainers are essential’,
and ‘Training is physical exercises, not everyday activities’. The first three
themes in particular reflected the participants’ driving forces in the
reablement process. Driving forces are intrinsic motivation in interaction
with extrinsic motivation. Intrinsic motivation was based on the person’s
willpower and responsibility, and extrinsic motivation was expressed to
be strengthened by being in one’s home environment with ‘own’ people,
as well as by the co-operation with the reablement team. The reablement
team encouraged and supported the older adults to regain confidence in
performing everyday activities as well as participating in the society. Our
findings have practical significance for politicians, healthcare providers
and healthcare professionals by contributing to an understanding of how
intrinsic and extrinsic motivation influence reablement. Some persons
need apparently more extrinsic motivational support also after the time-
limited reablement period is completed. The municipal health and care
services need to consider individualised follow-up programmes after the
intensive reablement period in order to maintain the achieved skills to
perform everyday activities and participate in society.
Keywords: community rehabilitation, community services for the elderly
people, multiprofessional collaborations
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Introduction
The number of older people is growing and forming
an ever-larger share of the world’s population (OECD
2013, UNECE 2015). However, the range of lifestyles
and of physical, mental and social capabilities among
older people leads in turn to diverse demands and
needs regarding healthcare services (UNECE 2015). In
addition, western countries have major challenges
regarding the recruitment of professionals with the
necessary expertise (OECD 2013). Currently in Eur-
ope as well as in the United States, an increasing pro-
portion of very old people remain living in their
homes despite declines in physical and mental health
(Iwarsson et al. 2007, UNECE 2015). Furthermore,
there is evidence that many older people prefer to
‘age in place’ (Boldy et al. 2011, Wiles et al. 2012) and
therefore remain in their homes for as long as possi-
ble, provided they have appropriate levels of support
to meet their needs (Cutchin et al. 2009, Cochrane
et al. 2013). New health and social care services need
to be developed that aim to promote active user
involvement (UNECE 2015).
Accordingly, there has recently been a growing
international interest in the new intervention termed
reablement (Cochrane et al. 2013). Reablement is an
early and time-limited home-based intervention with
emphasis on intensive, goal-oriented and interdisci-
plinary rehabilitation for persons in need of rehabili-
tation or at risk of functional decline (Wilde &
Glendinning 2012, Cochrane et al. 2013). Furthermore,
reablement is individualised, based on the person’s
participation, and his/her resources. Rather than per-
forming personal care and household tasks for people,
reablement enables people to relearn skills and regain
confidence in performing daily activities themselves.
In USA, Australia and New Zealand, reablement is
known as restorative care, which emphasises its role
in restoring independent living skills, which may
have been lost after a period of illness or injury
(Wood & Salter 2012).
The development of reablement in Norway started
in 2012, and up to date 28% of the municipalities
have implemented it as one specific mode of organis-
ing rehabilitation services. In Norway, rehabilitation
is defined as time-limited, planned processes with
clear goals and measures, where several providers
collaborate in assisting the person’s own efforts in
achieving the optimal level of coping and functional
ability, independence, and social participation (Min-
istry of health and care services 1999). Reablement
complies with all the criteria described in this defini-
tion. However, reablement means home-based reha-
bilitation, and is not institution- or hospital-based.
A central initial question to the participants in a
reablement programme is: ‘What are important activi-
ties for you nowadays’ (Tuntland & Ness 2014, p.
38). In order to define activity goals and document
the person’s performance and satisfaction in daily
activities, the instrument Canadian Occupational Per-
formance Measure (COPM) (Law et al. 2014) is used
in Norway, both initially and at the end of the reable-
ment period. A co-ordinated multidisciplinary team
and the home-care services, works together with the
older adult towards shared goals, which is one of the
main characteristics of reablement, as described in
Table 2 (Cochrane et al. 2013, Tuntland et al. 2014).
This is different from traditional rehabilitation in Nor-
way, where the healthcare providers to a larger
degree have profession-specific focuses, making the
services more fragmented and the older adults’ goals
less visible for the rehabilitation team. Also, collabo-
ration within the multidisciplinary team is more com-
mitting in reablement. In addition, reablement is a
generic form of rehabilitation, while traditional reha-
bilitation may be more specialised and diagnosis
specific.
There are currently few publications (Wilde &
Glendinning 2012, Hansen et al. 2015) exploring older
peoples’ experiences of participating in reablement.
Wilde and Glendinning (2012) revealed in their study
from England that the participants were positive
towards reablement, even if they called for a greater
focus on social and leisure activities and outdoor
mobility. Hansen et al. (2015) found in their study
from Denmark that the older adults who participated
in reablement wanted to be independent and to
regain skills in order to manage everyday activities
on their own and not waiting for others to help. Still,
even if they wanted to be independent, some partici-
pants did not understand why the professionals did
not do the tasks for them. Nonetheless, the profes-
sionals’ feedback, supervision and support were per-
ceived as important. However, there are still some
questions about the reablement process, especially
concerning topics as how older adults experience the
co-operation with staff, or being in charge of their
own goals, and how they are or become moti-
vated. The aim of our study was to describe how




The study was designed as a qualitative descriptive
study (Sandelowski 2000, Sandelowski & Leeman
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2012). Qualitative descriptive studies have as their
goal a comprehensive summary of events in the
everyday terms of those events. The analysis is based
on de-contextualisation and re-contextualisation,
which represents an inductive way of reasoning.
Ethics
Ethics approval was given by the Norwegian Regio-
nal Medical Ethics Committee (2012/733REK West).
Participants and context
The current study is a part of a larger research pro-
gramme on reablement in home-dwelling adults,
which includes a randomised controlled trial in a
rural municipality in Norway (Tuntland et al. 2014).
Participants were recruited by the local project leader
among people applying for, or referred to home-
based services, and purposeful sampling was per-
formed. The office responsible for the allocation of
public health services in the municipality, identified
potential participants among the applicants, who
were informed about the new reablement service,
and invited to participate. Participants in the inter-
vention group in the randomised controlled trial
accepted to be part of the current study, and the sam-
ple included four men and four women aged 64–
92 years (Table 1). The staff of the reablement team
obtained the participants’ written consent before
starting the interviews.
Reablement intervention
The intervention lasted for a maximum of 3 months.
The intervention was tailored according to the partici-
pants’ goals and thus the components of the rehabili-
tation plan varied as described in Table 2.
Data collection method
The participants were interviewed face-to-face in their
own homes by the first author of this paper. With four
participants, interviews were conducted 1 month after
starting, and once again after ending the reablement,
while for other four participants, only one interview
was conducted about 1 month after ending the reable-
ment. In one case the participant’s partner, and in
another case the participant’s daughter, were present
during the interview and contributed to parts of it.
Two semi-structured interview guides were devel-
oped, one for each of the interviews, according to
Kvale and Brinkmann (2009). In the first interview,
the informants described how they experienced
reablement according to own goal-setting, shared
decision-making and experiences with the exercise
programme. To explore the participants’ experiences
in detail, descriptive questions were used (Sande-
lowski 2000, 2010), such as: ‘What did you practice
the last time someone from the reablement team vis-
ited you?’ In the second interview, we explored the
participants’ experiences at the end of the reablement
process. The second interview was also an opportu-
nity to validate and deepen the data gained in the
first interview, and to elaborate further on the partici-
pants’ reflections about the topic under study.
Each interview lasted about 60–90 minutes. The
interviews were conducted between February 2013
and June 2014. The data material was digitally
recorded and later transcribed verbatim by the first
author.
Data analysis
A qualitative content analysis was used as the analy-
sis strategy (Sandelowski 2000, 2010, Kvale & Brink-
mann 2009). All authors have separately and together
analysed the transcribed data, through an inductive
approach, with a four-step analysis procedure (Sande-
lowski 2010, Malterud 2012, Elo et al. 2014).
In the first step of the analysis, all authors read
each interview as these were carried out over time,
and a preliminary analysis started, in order to be able
to go more in depth in the second interview. Some
topics from the initial analysis were more in focus
when new participants were interviewed only once.
Once all the interviews and transcriptions were com-
pleted, all material was put together and treated as a
whole, and all the authors read all the transcripts in
order to get a general sense of the whole data set.
In the second step of the analysis, we identified
meaning units, which are defined as text fragments
reflecting information about the participants’ experi-
ences of reablement. Then we started coding by iden-
tifying and sorting meaning units. A meaning unit
encompassing experiences of being at home as an
important factor for training was for example coded
being with my stuff and my people. During this phase of
de-contextualising, we reflected on the similarities
and differences of each code. The final codes were
based on the consensus of all authors after reading
all the transcripts.
The third step of the analysis implied systematic
abstraction of meaning units within each of the code
groups established in the second step of analysis. The
transcripts were read systematically in order to iden-
tify and classify the meaning units into thematic code
groups.
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In the fourth step of the analysis, data were re-
contextualised by developing descriptions providing
stories that reflected the wholeness of the original
context. This was outlined in core themes and sub-
themes, and is presented in the findings. To indicate
the trustworthiness of the core themes and subthemes
identified, representative text elements from the tran-
scripts are used as quotations in the reporting of
results.
Findings
As a result of the analyses, four themes emerged: (i)
My willpower is needed, (ii) Being with my stuff and
my people, (iii) The home-trainers are essential for
me and (iv) Training is physical exercises, not every-
day activities.
My willpower is needed
Several of the participants described, directly or indi-
rectly, how their own determination was an impor-
tant factor in the reablement process. The willpower
to manage personal care or some housework alone
was evolving as they recovered. Though they differed
in age, participants reflected about the determination
to do physical exercises and everyday activities, so as
to become as good as before the accident, decline or
illness, and as a personal matter which they had to
take responsibility for. As one participant said:
It depends on the willpower. Yes, that is what you need,
the willpower . . . if you sit down, then you’re not going
anywhere. You must have the drive to come ahead in life.
Goal-setting, has been important and my willpower to exer-
cise. [participant no. 8]
The willpower is perceived as important to exer-
cise and performing everyday activities to achieve the
goal for reablement. Setting goals (see Table 1) was
experienced by the participants as important for look-
ing forward to be the person they were before.
Being at home with my stuff and my people
Being with my stuff and my people included dimen-
sions of being in a known and beloved context, hav-
ing regular visits and having the opportunity to
continue taking part in leisure activities and social
life. It was expressed as:
It is all the stuff one feels connected to; it is the pictures of
all the grandchildren. One gets to love all these things we
have over the years. I have lived here for a long time. Here
I have all my good neighbours and it is important that they,
friends and my family can visit me. It is important for me
to go outside the home to have fresh air and meet some
people. I enjoy myself here in my home. You feel at home
because you have stuff and people all around you. I think it
has been a great deal that the reablement service came
home to me. [participant no. 8]
Participants in this study described how reable-
ment in their homes enabled them to be independent
and to have autonomy. They preferred to plan them-
selves how everyday life should be with regard to
training and participating in activities. They empha-
sised that they wanted to adjust everyday life accord-
ing to their day-to-day health condition. As two
participants said:
. . .however, it is strange. . ., when you come home
again . . . you are your own master in a way . . . you do
what you cope with, what you want to do. When I am
doing it myself here, I use the time I need . . . I have my
Table 2 Features of the reablement intervention (Tuntland et al. 2014)
General features Individual features
• The rehabilitation period lasted a maximum of 3 months.
• An occupational therapist or physiotherapist conducted the
COPM interview and developed the rehabilitation plan together
with the participant based on the identified activity goals. Thereafter,
an integrated multidisciplinary team with shared goals guided the
participant during the whole rehabilitation period.
• In addition to home-care personnel assisted training, a minimum of
1 hour physiotherapist and/or occupational therapist-assisted
training each week.
• The treatment involved repetitive training and multiple home-visits
by healthcare personnel, who were present during daily training for
the purposes of building confidence and relearning skills.
• All healthcare personnel stimulated the participant in
self-management and self-training.
• Training in daily activities such as dressing, food
preparation, vacuuming, bus transport, visiting friends at a
club or being able to knit.
• Adaptations such as advice on appropriate assistive
technology or adapting the activity itself or the environment,
in order to simplify activity performance.
• Exercise programmes such as indoor or outdoor walking
with or without walking aids, climbing stairs, transferring
and performing exercises to improve strength, balance or
fine motor skills. The exercises was incorporated into daily
routines and the person was given a manual explaining
each of the exercises and encouraged to train on their own.
© 2016 The Authors. Health and Social Care in the Community Published by John Wiley & Sons Ltd. 1585
Driving forces for home-based reablement
own time. I do not hurry, it is not good for elderly people,
we do not like to rush. [participant no. 7]
If you are going to exercise some other place than home,
you must have an appointment. However, when you are at
home you can do the exercises when you are ready for it,
you have the control yourself. [participant no. 1]
Several participants said they were active in their
own environments as they continued with their famil-
iar and habitual life patterns, though some of the
activities had to be adapted. One woman [participant
no. 7] said:
. . .you are more active at home, at least for those who want
to. There is activity in everything we do. I am more active
at home. If I was somewhere else, it would be as they
wanted, here it is the way I want to, that’s actually impor-
tant for me.
The reablement team is important for me
The essential support of the reablement team as a co-
partner was expressed in various ways: ‘they encour-
age me’, ‘the clue’ and ‘someone who provides care
and sees me as a person who needs support’. This is
illustrated in the following quotation:
The reablement team was so nice people, they were a bright
spot, and very cheerful and friendly. They came several
times a day in the beginning of the reablement period. I
was taken care of. I knew they were coming and I believe it
is very positive, that you in a way recover faster. [partici-
pant no. 8]
This theme is encompassing two subthemes: (i)
Encouragement to take responsibility in daily training
and (ii) Encouragement to feel confident doing every-
day activities on one’s own.
Encouragement to take responsibility in daily training
Daily training consists of practising everyday activi-
ties and doing physical exercises. The reablement
team is not performing the activities for the person,
but rather facilitate the older adult to do the activities
himself/herself. One woman [participant no. 7]
stressed that the professionals of course were only
observing her, otherwise it would be of no help for
her if they would be cleaning the floor and while she
would be observing them. They observed how she
did it and supervised her in performing the activity.
Other participants [no. 8] expressed it this way:
I have the responsibility to train to get better. There is no
one else who can do it. The team supervised me, and I
asked questions in order to do it the right way, to have ben-
efit of training activities of daily living (ADL). It wouldn’t
be the same if the therapist did the activities for me, because
then I had not remembered it, and I had not learned how
to perform them. That is essential when I want to exercise
and practice on my own. I have received much praise from
the team. I believe it is because I have been active myself
that I have recovered quite well now.
The team encouraged the participants to take
responsibility to be active in reablement. This respon-
sibility gave the older adults a feeling of freedom.
They could decide if and when to perform an activity
without being dependent on professionals’ time and
availability of help. One woman said this:
I have the responsibility . . . and you feel a little freer in a
way. You can do as you did before the illness. I used to go
for a walk every day, however I don’t go down to the main
road yet, but I walk a little further each day. It is the free-
dom to decide yourself when you want to go for a walk. It
was like a new life when I could go outside. [participant
no. 8]
Encouragement to feel confident doing everyday activities
on one’s own
Reablement focus on encouraging and supporting
people to regain their confidence and skills in order
to continue to participate in everyday activities. The
professionals adjust their support so the older adults
might feel confident and safe. One participant
expressed this:
In the early stage of the reablement, the professionals
walked next to me up the stairs, I did not trust myself. I
regained some confidence after intensive training, and they
walked behind me. When the reablement was nearly com-
ing to an end, I walked up and down the stairs myself,
however, the staff was in the house. I felt completely
secure when I knew they were in the house. [participant
no. 9]
One woman [no. 7] described how she became
safe and regained confidence to shower herself:
They supported me in the beginning, so I showered myself
while someone from the reablement service was here. I got
a chair to sit on to be more secure when showering. They
were here until I felt secure to shower myself.
Other participants told similar stories about how
the professionals’ support in the beginning of the
reablement period contributed to increased confi-
dence in doing tasks alone. For some participants it
was more important to have confidence to manage
outdoors activities than household management. For
example one woman, who lived alone, needed sup-
port the first time in the reablement process when
she wanted to go by bus to the town centre and
home again. Already the day after, she was ready to
go by bus on her own.
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Some participants expressed how the staffs’
encouragement, support and supervision stimulated
them to exercise both when the home-trainers were at
their house, and when training on their own. One par-
ticipant [no. 6] described the reablement team as ‘a
driving force supporting me in the training’. The pro-
fessionals and the reablement service were ‘the best
that ever happened to me’. Another participant [no. 1]
said: ‘It was like winning the big lottery’. However,
some participants were only motivated to train when
someone from the team was visiting them, otherwise
they would not do exercises. When the reablement
period ended, a few participants expressed how they
missed the staff and how they felt lonely doing the
exercises on their own. Some participants continued
with exercises, others did not, because no one encour-
aged and supported them anymore.
Training is physical exercises, not everyday
activities
In our study many of the participants’ goals were
ADL, see Table 1. How the participants achieved
their objectives was expressed as something that was
almost coming by itself. They did not exercise in the
activities of showering, dressing, cooking, walking to
the grocery and so on. One participant expressed it
this way:
I didn’t train showering . . . I have showered all my life that
is no exercises or training for me. It was one of my goals to
manage showering, and I adapted the showering by having
the towel and clothes just next. I cannot imagine me saying
training showering. Another goal for me was to clean the
floor. I practised or tried to clean the floor with the reable-
ment team, I did not train to clean the floor. [participant no.
7]
Several participants expressed that they under-
stood training in reablement as doing physical exer-
cises in order to improve physical strength, balance
and range of motion. Participants were given written
information with drawings explaining how and
which exercises should be done. However, perform-
ing ADL was not training, though the professionals
facilitated training in performing different ADL
activities as well as suggesting various physical
exercises.
Finally, the older adults had to be active them-
selves with or without supervision from the reable-
ment team. This seemed to give the persons an
experience of having done the rehabilitation them-
selves. As participant [no. 3] said: ‘I have actually
trained myself to be better’.
Discussion
The aim of this study was to describe how older
adults experience participation in a reablement pro-
gramme. The participants highlighted driving forces
as intrinsic and extrinsic motivation working together
to enhance the process of coping with and perform-
ing everyday activities.
The willpower was one important driving force
for achieving goals that matter for the person. In our
study the participants were enabled to define activity
goals without restrictions and this was a major contri-
bution to the willpower and intrinsic motivation.
Many goals were related to social, leisure and out-
door activities and participating in the society. This is
in contrast to the study of Wilde and Glendinning
(2012), where these activities were not in focus. How-
ever, individual goals require that the work of the
multiprofessional team is streamlined and co-ordi-
nated, where the person and the team make decisions
together.
Being at home with ‘their stuff and their people’
was another driving force. In their home, the partici-
pants had the opportunity to plan their everyday life
themselves, such as about when to train and when to
participate in activities indoors and outdoors. In addi-
tion, family, friends, neighbours and social environ-
ments were essential elements to regain confidence
performing everyday activities. Similar findings were
presented by Wiles et al. (2012) and Haak et al.
(2007), where ageing in place was found to enable
older people to maintain independence, autonomy
and connection to their social environment. As in our
study, the participants in these studies experienced
security and familiarity in their homes and
communities.
A major driving force in the reablement process
was the co-operation between the person and the
reablement team. During the initial COPM interview,
the participants’ motivation was stimulated through
defining own goals. The participants experienced that
their motivation was further enhanced due to the
professional staff’s support and supervision. The
reablement team co-operated closely with the home
services, and this integrated approach focusing on the
older adults’ goals was crucial for encouraging the
participants’ drive.
The physical presence of the healthcare providers
and the co-operation were essential for regaining con-
fidence. The team focused on assisting and support-
ing the older person to regain confidence, skills and
competence in order to continue to participate in
everyday activities. They encouraged the participants
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to take responsibility to exercise and perform activi-
ties, with or without adjustment and assistance, with
the professionals or the home-trainers being present.
This is supported by the findings of Trappes-Lomax
and Hawton (2012) and Hansen et al. (2015) who
describe a working co-operation between the staff
and the older adults as essential. In these studies, as
in ours, the key factor in the co-operation appears to
be confidence and the way the staff motivate older
adults to engage in reablement. They used positive
feedback, encouraged and gave support. According
to Ryan and Deci (2000) extrinsic motivation as posi-
tive feedback, communication and rewards enhance
motivation for an action.
In our study, the participants experienced the staff
as a source of safety when performing everyday
activities. When the participants were unconfident
about own skills and did not trust themselves, the
reablement team’s support, encouragement and
adjustment of activities, and being in house,
enhanced them to train or perform everyday activities
on their own. This supporting approach to optimise
independent functioning is an important feature of
reablement.
Although some of the participants in our study
preferred and were motivated to exercise on their
own, others remained dependent on extrinsic motiva-
tion to exercise and perform activities during the
entire rehabilitation period. When the extrinsic moti-
vation failed, also the intrinsic motivation weakened.
Ryan and Deci argue that (2000) intrinsic motivation
requires supportive conditions, and our findings indi-
cate that some older persons are dependent of extrin-
sic motivation for longer time than others.
Furthermore, our research gives reason to propose
that benefits from the reablement process might be
weakened when the older adults’ intrinsic motivation
is weak and they are dependent on extrinsic motiva-
tion in order to maintain their level of functioning.
The municipal primary healthcare services need to
consider individualised programmes for follow-up
after the reablement period in order to maintain the
achieved level of function and independence.
Finally, another interesting finding in our study
was the fact that the concept of ‘training’ was, for
most participants, associated with physical exercising,
and not with everyday activities. When they talked
about training, they referred typically to a private fit-
ness centre under the guidance of a physiotherapist.
In our study, the participants did not conceive reable-
ment as ‘real training’, though they practised per-
forming everyday activities themselves. This is in line
with Hansen et al. (2015) descriptions of how older
adults in Denmark did not perceive that reablement
had followed a specific plan. Reablement as a rehabil-
itation mode consists of regaining some ‘natural’ and
ordinary skills being performed throughout life.
When older adults gradually experience progress in
performing everyday activities, this may be inter-
preted as spontaneous recovery which is not due to
the reablement training. However, some of the partic-
ipants in our study did not perceive the reablement
as ‘training’ at all, and it was rather termed as ‘trying
to do everyday activities’. However, these efforts
were still a driving force in order to be the person
they were before their experienced functional decline.
Their efforts led to progress and became increasingly
a driving force.
Methodological considerations
The strength of our study applying a qualitative
approach to older adults’ experiences with reable-
ment is that the study has provided valuable insight
from those at stake. When researching and develop-
ing the notion of reablement, it is important that the
voices of those trying out this rehabilitation approach
are heard.
One limitation of our study is the fact that, as the
participants were recruited from the intervention
group of the randomised controlled trial (Tuntland
et al. 2014), they all were, from the beginning, posi-
tive to the reablement, with willpower in place.
Moreover, the project leader who recruited the partic-
ipants may have asked persons who were satisfied
and had a successful reablement, to take part in this
study, which may have added another bias to a sam-
ple with a limited number of participants. This means
that the study’s participants do not necessarily repre-
sent other older people being offered or trying out
reablement services. Still, the study provided more
in-depth insight into a few cases that could be related
to similar situations or cases (Kvale & Brinkmann
2009, Sandelowski 2010, Sandelowski & Leeman
2012). For example, practising and training with daily
activities while getting support in one’s own home
and social environment might be motivating for a lar-
ger number of older adults.
Conclusion
The older adults’ own understanding, of which activi-
ties are important for him/her to focus on in reable-
ment, is essential for success. The personal
determination and responsibility are intrinsic motiva-
tional factors and a driving force to achieve goals for
the reablement process. Another driving force and an
important extrinsic motivational factor is the reable-
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ment team as a working co-operation. This study
highlights the importance of understanding how
reablement is influenced by both intrinsic and extrin-
sic motivational factors to optimise older adults’
healthy ageing. It seems to be critical to ensure that,
for some persons, home-based services should pro-
vide an individualised follow-up programme after
ending the intensive reablement period, in order to
maintain the achieved level of functional indepen-
dence. This implies that responsible stakeholders
allocate the necessary resources to such community-
based rehabilitation services.
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